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ABSTRACT
We report a rare case of Mycobacterium aviumintracellulare flexor tenosynovitis in the hand of a
65-year-old man. The patient reported no history of
penetrating trauma but was an avid gardener and
presented nearly 2 years after the onset of symptoms.
Our case highlights the difficulty in diagnosing
mycobacterial infections owing to their lack of classic
clinical and laboratory findings. Our patient underwent
successful surgical debridement followed by oral
antibiotic therapy, initiated 4 weeks after the culture
was positive for a slow-growing organism.
Keywords: Mycobacterium Avium Complex, Chronic
Disease, Tenosynovitis, Hand

INTRODUCTION
Nontuberculous mycobacteria (NTM) are ubiquitous
in the environment, yet rarely cause disease in
immunocompetent hosts, especially in the United
States. Infection of the musculoskeletal system is
rarer still.1-4 Chronic NTM hand infections have been
well described, though typically seen at the skin or
subcutaneous level.2 Chronic flexor tenosynovitis due
to NTM is unusual and described only in limited case
reports and small series.3 The diagnosis of NTM flexor
tenosynovitis is difficult because of the lack of typical
clinical or laboratory findings. Patients often experience
ongoing infection for several months before diagnosis.2,3

CASE REPORT
A 65-year-old Caucasian man presented to our office
with a 20-month history of swelling in his left hand.
He recalled no injury or penetrating trauma, but noted
that he was an avid gardener. He first presented to a
different hand surgeon after 6 weeks of swelling and
pain along the volar index finger. A rheumatologic
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condition was suspected; however, because his pain had
resolved, no immediate action was taken. The patient
reported that although he no longer experienced pain,
swelling gradually worsened during the next several
months, coursing throughout the volar index finger and
palm, in line with the index flexor tendons.
About 16 months after initial symptoms, the patient
developed a small draining sinus. He underwent
treatment at multiple urgent care centers, including
needle aspiration and a short course of cephalexin. At
presentation to our clinic, he reported no improvement.
Findings from physical examination showed marked
swelling over his index flexor tendons extending from
the mid palm to the proximal interphalangeal joint. No
pain to palpation was elicited, and he showed full range
of motion. A 2-mm sinus over the volar index proximal
phalanx, with scant clear drainage, was evident.
Laboratory inflammatory markers of white blood cell
count, sedimentation rate, and C-reactive protein were
normal. Chronic flexor tenosynovitis was suspected, and
debridement with biopsy was recommended.
During open debridement, markedly thickened
tenosynovitis was noted from mid-palm to the A4
pulley. Granulomatous tissue was noted to be noncaseating. No white “rice bodies” were encountered
(Figure 1). Diseased synovial tissue was debrided
(Figure 2) and sent for histological analysis and testing
for aerobic, anaerobic, fungal, and mycobacterial
cultures. Working in consultation with our infectious
disease (ID) colleagues, we decided to hold any
antibiotic therapy until a specific organism was
identified.
Histological analysis showed epithelioid granulomas,
and no organisms were identified on multiple stains,
including acid fast bacilli (AFB). All cultures were
initially negative for aerobic, anaerobic, and fungal
growth. However, after 4 weeks, growth appeared on

Figure 1. Open exposure of flexor tendons and pulley
system, with thickened synovitis and no visible “rice
bodies.”

as NTM grow slowly on solid media from 2 to 12
weeks.2,3
Treatment often includes a combination of surgical
debridement and antibiotic therapy. A thorough
surgical debridement can decrease the pathological
burden, improve efficacy of drug therapy, and shorten
its required duration.3,5 After consultation of our ID
colleagues, we did not initiate antibiotic therapy until an
organism was identified by culture. Antibiotic regimen
remains controversial, however, with some advocating
initiation of drug therapy immediately after surgical
treatment. Although consensus is lacking owing to the
rarity of this disease, one study reviewed four patients
initiating drug therapy only after culture positive results,
at an average of 3.8 weeks postoperatively. None of
these patients exhibited signs of recurrence of NTM.3
Our case highlights NTM tenosynovitis as an integral
part of differential diagnosis in evaluating unusual
hand swelling. A high index of suspicion is required to
prevent prolonged disease and unnecessary treatments.
Physicians should communicate closely with ID and
microbiology laboratory specialists because NTM are
slow-growing organisms.
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